This control-matched comparative study evaluated changes in contrast sensitivity after Zyoptix tissue-saving (TS) LASIK and Planoscan standard LASIK (Technolas 217z, Bausch & Lomb) for myopia 6 months postoperatively. 102 TS LASIK-treated eyes were matched with 102 standard LASIK-treated eyes (divided into low, moderate, and high groups). There were no significant differences in refraction outcomes between the groups postoperatively. In high group, a significant reduction in contrast sensitivity after TS LASIK was found at high spatial frequencies (P < .05) under photopic conditions and at middle to high spatial frequencies (P < .05) under mesopic conditions. And significant reduction was also found in standard LASIK at high spatial frequency (P < .05) under mesopic conditions. The reduction was significantly lower in TS LASIK than that in standard LASIK at high spatial frequencies (P < .05) under mesopic conditions. TS LASIK was prone to reduce mesopic contrast sensitivity of high myopia at high spatial frequencies.
Introduction
Laser in situ keratomileusis (LASIK) is an increasingly accepted surgery for myopia or compound myopic astigmatism [1, 2] . An optimal refractive surgery should need larger optical ablated zone avoiding night vision problems such as glare and halos for patients with larger pupil diameter, and less ablation of corneal tissue is needed for the same amount of dioptric correction [3] [4] [5] [6] . But in order to remain an adequate residual stromal bed thickness, the patients with thinner central corneal thickness or higher myopia have to accept the LASEK surgery with some complications [7] .
Since the basic concept of Zyoptix tissue saving ablations in excimer corneal refractive surgery was introduced, more and more patients with thinner cornea or high myopia underwent this surgery. The Zyoptix tissue saving may reduce the amount of ablated corneal tissue intraoperatively. The basic concept of tissue saving LASIK includes measurement of the K value (corneal radius of curvature) with topography such as Orbscan II and transfer of the actual K value into a precise ablation pattern to be performed by 1-and 2-mm laser spot sizes. And an additional nonadjustable blend zone surrounding the adjustable optical zone is set to smaller than Planoscan platform.
Laser instruments differ in delivery platform, software design, ablation profile, and treatment zones and treat varying types of HOA, which could have a measurable impact on visual performance [8] . Hence, the outcomes of individual platforms need to be investigated to determine whether tissue-saving ablation is clinically advantageous compared with standard ablation. The purpose of this retrospective control-matched study was to compare the 6-month postoperative contrast sensitivity of standard LASIK (PlanoScan, Bausch & Lomb, Rochester, NY) and Zyoptix tissue saving LASIK (Zyoptix, Bausch & Lomb) using a scanning-spot 217z excimer laser (Bausch & Lomb) for low to high myopia.
Subjects and Methods

Study Design.
The study was approved by the hospital's institutional review board. The two surgical techniques of 
Examination.
Preoperatively, all patients had a complete ophthalmic examination including uncorrected visual acuity (UCVA) and best-corrected visual acuity (BCVA) using a Snellen chart, Nidek auto chart projector ACP 8, and including manifest and cycloplegic refractions. Manifest and cycloplegic refractions, ocular dominance, corneal topography (Orbscan II z, version 3.10.31, Bausch & Lomb.), applanation tonometry, slitlamp evaluation of the anterior segment, and ophthalmoscopy were performed. Pupil size was measured under scotopic conditions with the ARK-730A pupillometer (NIDEK CO., Ltd, Japan) by taking the mean of three measurements. The corneal radiuses of curvature were measured by the Orbscan II topographer, which operates on the principle that light rays. Three Orbscan II maps were taken, and the one with the least eye movements was used. The maximum movements considered acceptable were 200 µm. Functional acuity contrast sensitivity (F.A.C.T.) was measured before and six months after surgery using the Optec 6500 vision testing system (Stereo Optical Co, Inc, Chicago, Illinois, USA) with best correction under photopic condition (target luminance value of 85 cd/m 2 ) without glare, mesopic (target luminance value of 3 cd/m 2 ) without glare. Contrast sensitivity was tested at the spatial frequencies of 1.5, 3, 6, 12, and 18 cycles per degree (cpd). All contrast sensitivity data were transformed to logarithmic units and log contrast sensitivity values were compared before and after surgery in each group. All examinations were performed by the same person using the same procedure and equipment.
Surgical
Technique. All patients were operated by a single surgeon (Huang Zhu). The LASIK procedures were performed using topical anesthesia of oxybuprocaine 0.4% without preservatives. A flap was created with a superior hinge with a Hansatome microkeratome (Bausch & Lomb). The ablation was performed using the 193 nm 217z scanning-spot excimer laser system with a combined 2.0 mm and 1.0 mm spot in the Zyoptix tissue saving group, and a Zyoptix treatment card was inserted. The Standard group was treated with a 2.0 mm scanning spot. A residual stromal bed of 280 µm or more was left in all eyes. The optical zone was set at 6.0 mm. The eye track was kept on during laser ablation. The eye tracker was kept on during laser ablation. The Standard LASIK was used for the Planoscan software, and Zyoptix tissue-saving LASIK was used for the Zyoptix software inputting customized K value. Before each treatment, the laser was calibrated by a fluence test and the eye-tracking system was tested. The radiant exposure was 0.2 J/cm 2 in the treatment plane, and the repetition frequency of the laser was 120 Hz.
Data Analysis.
Results of subjective refraction were collected and converted to spherical equivalent (SE) values for analysis. Each K value of 5 mm optical zone was analyzed using the Orbscan software provided by the manufacturer. Tissue ablation depth was determined by entering the desired correction into the laser and using the laser algorithm (Zyoptix, version 4.21). All contrast sensitivity data were transformed to logarithmic units and log contrast sensitivity values for analysis.
All data are recorded as the mean ± SD. Statistical analysis was performed using SPSS 13.0 software. Pairedsamples t tests were applied. A P value of less than .05 was considered statistically significant. Table 1 shows baseline patient characteristics for six subgroups. No statistically significant differences were noted between the tissue-saving and standard LASIK with respect to age, gender, spherical equivalent refraction, preoperative BCVA. In low and moderate myopia groups, there were no statistically significant differences in keratometry (K value) and pachymetry. In high myopia group, the pachymetry was significantly thinner (P < .001) and keratometry was significantly higher (P = .001) in TS group than those in standard group. In moderate and high myopia groups, the attempted spherical equivalent refraction was significantly higher in TS group than those in standard group. In all groups, the tissue ablation depth were significantly less in TS group than those in standard group and cornea tissues were preserved 18.32%, 18.34%, and 21.42%, respectively.
Results
Refraction Outcomes.
Six months postoperatively, there were no statistically significant differences in UCVA, BCVA, and residual SE, and the proportion of SE was within ±0.50 D and ±1.00 D.
Contrast Sensitivity.
In three groups, there were no significant differences in preoperative contrast sensitivity at any spatial frequencies under photopic and mesopic conditions between the TS LASIK-treated eyes and standard LASIK-treated eyes.
In low and moderate myopia group, contrast sensitivity at all spatial frequencies for eyes after TS LASIK and standard LASIK did not significantly differ from preoperative values under the photopic and mesopic conditions and there were no significant differences in postoperative contrast sensitivity at all spatial frequencies between two groups.
In high myopia group, a statistically significant reduction in contrast sensitivity after TS LASIK was found at high spatial frequencies (P < .05 for 12 and 18 cpd) under photopic conditions and at middle and high spatial frequencies (P < .05 for 6, 12, and 18 cpd) under mesopic conditions. And significant reductions were also found in standard LASIK at high spatial frequency (P < .05 for 18 cpd) under mesopic conditions. The reductions were significant 
Discussion
Zyoptix tissue-saving LASIK and PlanoScan standard LASIK are both efficient refractive surgery techniques for patients with low to high myopia. Our findings are similar to a recent study comparing the Bausch & Lomb Zyoptix (tissue-saving ablation) treatment protocol to the Technolas PlanoScan (conventional ablation) treatment, which found no difference in refraction or visual outcomes [9] . Because the tissuesaving LASIK had more undercorrections in the moderate to high myopia, the amount of attempted corrections were more than those of the standard treatment for same moderate or high myopia. The achieved corrections were the same. The postoperative residual refractive errors were similar. Although our control-matched comparative study showed that both Zyoptix tissue-saving LASIK and standard LASIK achieved similar excellent results of safety, efficiency, and predictability for myopia less than −9.00 D, importantly, our study focuses on researching two different excimer lasers of software design and ablation profile impact on contrast sensitivity under photopic and mesopic conditions. In the present study, preoperative contrast sensitivity values were similar in both groups. Under mesopic conditions, contrast sensitivity values reduced postoperatively in both groups, especially for high myopia at high spatial frequecies. This was an expected result, because LASIK has been reported to induce temporary or long-term reduction in lowcontrast visual acuity or contrast sensitivity, particularly at higher spatial frequencies under mesopic conditions [10, 11] . And Bailey's research revealed that low-contrast visual acuity of patients with myopia up to −6 diopters were significantly worse than low myopes [12] . The greater the correction or the more corneal tissue ablated, the greater the initial decrease in contrast sensitivity [13] [14] [15] .
We also found that mesopic contrast sensitivity values after tissue-saving LASIK significantly deteriorated not only across a wider range (middle to high) of spatial frequencies for high myopia, but also were significantly worse at high spatial frequencies for high myopia than that after the standard LASIK 6 months postoperatively. Besides mesopic contrast sensitivity, photopic contrast sensitivity after TS LASIK also significantly declined at high spatial frequencies in high myopia.
This may reflect that the differences of contrast sensitivity were not determined by the ablation depth, because the eyes with removal of less corneal tissue in the tissue-saving group theoretically gained better contrast sensitivity for same myopia. Obviously, there was a significant correlation of ablation profile (especially optical zone and blend zone) between the two nomograms with different changes in mesopic contrast sensitivity by two different LASIK procedures.
Previous studies have proved that higher order aberrations induced by LASIK are thought to be responsible for mesopic visual symptoms such as halo, glare, and starburst [16] . Yamane demonstrated that induced changes in the contrast sensitivity function significantly correlated with increases in ocular higher order aberrations, particularly spherical aberrations [17] . They also reported that increases in higher order wavefront aberrations showed a significant positive correlation with the amount of myopic correction. These results indicate that the larger the attempted corrections, the greater the amount of central corneal tissue that is removed by laser ablation. LASIK-induced transformation of corneal asphericity from prolate to oblate causes coma, astigmatism, distortion, and spherical aberration [18] . Besides the amount of ablated tissue, the effect of increased spherical aberration after LASIK for treatment of myopia may be partially dependent on the relationship of the pupil size and ablation zone. Clinical findings of increasing incidence of glare, halo, and disturbance of night vision were partially attributed to the smaller ablation diameter and larger pupil diameter. Mok's research revealed that the amount of LASIKinduced higher-order aberrations appeared to be associated with optical zone diameter [6] . A larger optical zone diameter may theoretically improve visual quality after LASIK as it reduces the difference between the size of the ablation zones and the enlarged scotopic pupil, which may lead to less higher order aberrations. Mesopic testing results in a larger physiologic pupil size. As higher order aberrations increase with larger pupils, it would be intuitive that testing under these reduced light levels would better reflect reduced optical quality due to higher order aberrations. Pepose showed that mesopic low contrast acuity was more affected by subtle variations in higher order aberrations than photopic high contrast acuity [19] . Smaller zones lead to an increased pupil-to-clear zone ratio during scotopic conditions and result in higher-order spherical aberrations and patient dissatisfaction from increased glare and halos [20, 21] . The optimized postconventional LASIK vision quality might be due to the increased clearance zone with the larger optical zone diameter. In the present study, the optical zone of selected eyes was similar to adjust to 6.0 mm. As Kirwan described, an additional nonadjustable blend zone of 3 mm diameter surrounds the optical zone in Planoscan treatments, but the blend zone is considerably smaller at 0.875 mm in Zyoptix treatments [9] . He concluded that the smaller blend zone incorporated into tissue-sparing treatments may be responsible for the greater postoperative increase in HOAs compared with conventional Planoscan treatments. Previous studies showed that a larger effective treatment zone with a smoother transition zone between the central and peripheral cornea may aid in the prevention of postoperative symptoms such as halos and starbursts with large scotopic pupils [21, 22] . Hence, in this case, the deteriorated contrast sensitivity after tissue-saving LASIK was attributable to the smaller blend zone. And this result was consistent with the conclusion that the smaller blend zone of tissue-saving LASIK induced greater increase in HOA. In Kirwan's study, the factors were excluded that the ablation depth, optical zone, and the scotopic pupil size were similar. Although the ablation depth (less in tissue-saving LASIK) were not control-matched in the present study, the result was still convincing.
Conclusion
In summary, the present study showed that Zyoptix tissuesaving LASIK may be a safe and effective procedure that improves the visual performance. A most important advantage of this platform is the sparing of tissue ablation depth in the range of 20-25%, which removes less tissue than standard laser treatments. It is convenient to high myopia or thinner cornea for thicker residual stromal bed. But the ablation algorithms of blend zone affect the postoperative vision quality, particularly mesopic contrast sensitivity. When deciding on a procedure for tissue-saving LASIK, the structural safety and vision quality of the eye would have to be taken into account.
